Sir,

Ganglioneuroma (GN) is a rare, fully differentiated, embryonal neural tumor of the sympathetic chain. GN presenting as a neck mass is uncommon and diagnosis on cytology is rarely described.\[[@ref1]\] We present a case of ganglioneuroma in an eleven-year-old, prepubertal, female child, who presented with a slowly growing neck mass (for seven years). On account of the large neck mass present since early childhood, cystic hygroma was suspected clinically. However, the patient was referred for preoperative cytology. The mass was diffuse, about 10 × 6 cm, and occupying the entire left side of the neck \[[Figure 1](#F1){ref-type="fig"}, inset\]. It was firm, non-fluctuant, nontender, and not moving with deglutition or protrusion of the tongue.

![Microphotograph showing clusters of ganglion cells admixed with neurofibrillary stroma (H and E, ×400). Inset-Diffuse mass on the left lateral side of the neck](JCytol-31-57-g001){#F1}

Fine needle aspiration cytology (FNAC) was performed from multiple sites and the smears were stained with hematoxylin and eosin stain. The cytology smears yielded good cellularity and showed a biphasic pattern of large polyhedral cells in the fibrillary stroma and a few spindle-shaped cells, with cigar-shaped nuclei. The large cells had abundant, dense, eosinophilic cytoplasm, and single or multiple nuclei with prominent nucleoli \[[Figure 2](#F2){ref-type="fig"} upper and lower inset\]. They were identified as ganglion cells. The spindle cells were mature schwann cells. None of the smears showed presence of primitive round cells. With the characteristic bimodal cell population, a cytological diagnosis of ganglioneuroma was made.
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Computed tomography (CT) performed before excision revealed that the swelling was extending from the C2 cervical vertebra to the lateral neck, posterior to the sternocleidomastoid muscle. On gross examination, a single, well-circumscribed mass of 10 × 5.5 × 4 cm, with a yellowish-white cut surface, was obtained. Microscopic examination of the excised mass showed variably sized, mature, ganglion cells and neurofibrillary stroma. Ganglion cells having voluminous eosinophilic cytoplasm, eccentric one-to-three nuclei, and prominent nucleoli were seen in clusters. A neuroblastic component was absent in the multiple sections studied \[[Figure 1](#F1){ref-type="fig"}\]. Thus, the cytological diagnosis was confirmed on histopathological examination.

Neuroblastoma, ganglioneuroblastoma, and ganglioneuroma are rare tumors that represent three maturational manifestations of a common neoplasm derived from primordial neural crest cells. Other than common locations of the posterior mediastinum, retroperitoneum, and the adrenal gland, ganglioneuromas rarely occur in the cervical and parapharyngeal regions.\[[@ref2]\] The average age at diagnosis of GN is seven years. The female to male ratio is 3:1.\[[@ref3]\] In our case, a CT of the neck confirmed the precise location of the tumor and showed that the tumor had no relation to the posterior mediastinum. The tumor showed the characteristic cytological features of GN. There was absence of mitosis, atypia, and necrosis. The presence of a significant number of ganglion cells in the smears helped us to differentiate this tumor from benign peripheral nerve sheath tumors that are more common at this site. Absence of the primitive, round-cell component ruled out the possibility of ganglioneuroblastoma and other childhood round-cell tumors. Excision is the only treatment modality for GN.\[[@ref4]\] In rare cases, excision of the cervical GN could lead to postoperative Horner\'s syndrome.\[[@ref5]\] Our patient had no postoperative complications.

In conclusion, a cytologist may encounter GN at uncommon locations and in varied age groups, but most of the times cytological features are distinctive enough to suggest an accurate preoperative diagnosis on FNAC, which helps in the proper management of the patient.
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